Neurological Section 81 the same side, that the brunt of the trouble has been borne by the fibres of the fifth after they have crossed the middle line,-but just before they have actually mingled with the general sensory fibres in the fillet, which latter apparently suffered to a much less extent considering the way the anesthesia cleared up over the trunk and limbs as compared with that over the face. Other interesting points in the case are the implication of the special senses of hearing and taste in connexion with the anasthesia.
J. S. M., A GENTLEMAN aged 67, in July, 1903, had a sudden stroke, with intense giddiness and inability to stand, and at the same time a. prickly sensation all over the left side of his head as though hot flannels. had been suddenly applied to his face and head, and he says it felt as if hundreds of needles were sticking into the scalp. There was no loss of consciousness and no obvious paralysis of any limbs, but he was put to, bed, where he remained for four months. There was no vomiting or hiccough, but two days later he became unable to swallow, and he had to be fed artificially through a tube for a week. The stroke was followed immediately by slight aching around the left eye and temple, which has. gradually increased, developing flashes of pain about a year later, which have gradually increased in severity, darting through the temple and left. eye, and in the cheek immediately under the eye. Formerly the pain used to dart into the side of the nose, but that is now less marked, the chief sites of the spasmodic pain being over the left malar bone and above the temple. He has always been very shaky on his legs, ever since he first began to go about-four months after the stroke. Looking upwards especially causes vertigo.
I first saw him on July 27, 1909, when he was sent to me as a case of trigeminal neuralgia for treatment by alcohol injection. On examination there was no sign of hemiplegia; the knee-jerks and other reflexes were normal. Pupils and eye movements normal, except that he at once complained of vertigo on looking upwards, especially if he were standing at the time. Sensation: Complete analgesia over the whole of the left side of the face and forehead as far back as the line joining the two auditory meati over the bregma. The prick of a pin was perceived here only as a touch, and the analgesic area included the front of the pinna and tragus, and the side of the cheek from 11 in. above the lower border *of the jaw up to the middle line of the forehead, nose, and chin. Besides the loss to pain sensation, this area was also anaesthetic to moderate ranges of temperature, and tactile sensation was also not perfect, touches Thrombosis of left posterior inferior cerebellar artery. not appearing natural, though touches with cotton-wool were at once perceived. Sensation was perfect on the right side of the face and forehead, but on the back of the right side of the head behind the bregma there is similar analgesia present, including the pinna and tragus of the external ear, but not the inside of the concha. The analgesia extended on to the side of the head for a distance of iV in. in front of the pinna, and also on the cheek just in front of the tragus and along the lower border of the jaw. Below, the analgesia involved the whole of the right side of the body from the border of the lower jaw downwards, the loss of sensation being precisely similar in character to that already described on the left side of the face. He complained of intermittent flashes of severe pain mostly over the left malar bone, at the outer canthus of the left eye, and above the left temple. He always feels nervous of anyone inadvertently touching this side of his face or head, as he says a light touch may provoke a .spasm of pain, though he finds that firm pressure with his hand relieves the pain when present.
The diagnosis in this case was thus comparatively easy. Besides the characteristic history of a sudden stroke, associated with intense giddiness and inability to stand for many weeks, loss of the power of swallowing for several days, prickly feeling over the face on one side, there was present the characteristic crossed dissociated sensation affecting the area of the left fifth nerve and the opposite half of the body below the level of the fifth-nerve supply, the dissociated sensation involving complete loss of painful and thermic impressions over the areas described, with no interference with tactile impressions and no subjective sensations of numbness. Hiccough was either not present at the commencement or else he has forgotten it, the stroke having occurred six years ago. Nystagmus also is not present now. In spite of the absence of these two symptoms, the clinical picture is at once recognizable as typical of thrombosis of the left posterior inferior cerebellar artery. An excellent description of this pathological condition, and of the clinical symptoms produced by it, was published by Dr. Kinnier Wilson,' and other good accounts were previously published by Spiller and others in America. I will show on the screen Dr. Wilson's diagram, which illustrates the area of sclerosis of the lateral region of the medulla resulting from thrombosis of the artery in question. It will be seen to contain the descending or spinal root of the fifth nerve, some of the fibres of the ninth, tenth, and eleventh cranial nerves, the decussating vestibular fibres of the eighth nerve, and the lateral fillet which probably carries ascending impressions of pain and temperature from the opposite side of the body below. The descending root of the fifth nerve appears to convey the impressions of pain and temperature of the trigeminal area of the same side, hence a lesion of the lateral region of the medulla, damaging the lateral fillet and the descending root of the fifth nerve, will cause a crossed analgesia of the face of the same side and of the body and limbs on the opposite side. In some cases the damage to the lateral fillet in the reticular formation by a thrombotic lesion is less intense than in my patient as described above, and the analgesia of the opposite side of the body may be partial and incomplete. Such, for example, was the case in another patient I have seen quite recently, who, after several transient attacks of giddiness and unsteadiness during a period of three weeks, was seized suddenly with a more severe attack, in which the previous incomplete closure of the vessel evidently became complete. As a result, giddiness and unsteadiness on the left leg became very marked, and wellmarked analgesia of the left trigeminal area and of the right lower extremity up to the groin appeared. For months this analgesia of the leg remained, which the patient found useful to him in playing hockey, as he was able to use that leg to stop the ball without feeling any pain from the blows. Since the lesion does not extend ventrally to the inferior olive, the pyramidal fibres escape, and, though there is generally unsteadiness on the leg of the same side, there is no real weakness or spastic paralysis of the limb.
The point of special interest in my patient, J. S. M., is the remarkable sensory development that has taken place in the analgesic facial area. Starting at the moment of the stroke with the sensation as of hundreds of needles sticking into his scalp, an aching pain followed over the whole of the left trigeminal area, which after a lapse of about a year gradually developed neuralgic characters, intermittent flashes of pain appearing over the left temple, around the outer canthus of the left eye, and inwards across the cheek on to the side of the nose, pains comparable in character and in cause to the lightning pains in tabes. These have gradually increased during the past five years, so that he now has frequent daily attacks of darting pain through the face in the regions named, though the pain does not now run into the side of the nose as it did formerly. However, as the area of neuralgic pain appeared almost limited to the distribution supplied by the second or superior maxillary division of the fifth nerve, I thought that possibly injection of the trunk of the nerve at the foramen rotundum might relieve the pain, although it was evident that there was a central lesion damaging the descending root of the fifth nerve within the medulla. The sequel, I think, shows that it is inadvisable to attempt to relieve pain due to an intramedullary lesion by means of alcohol injection or by mneans of resection of the nerve roots peripheral to the site of the lesion causing the pain. I performed the alcohol injection in the ordinary way, using no ansesthetic, even to the skin, as that was analgesic already. No difficulty was experienced in reaching the superior maxillary nerve-trunk, the patient being able to tell by his sensations when the point of the needle reached the nerve. About fifteen minims of 80-per-cent. alcohol were injected slowly, with the result of causing partial tactile loss on the cheek and nose in addition to the already existing analgesia. No amelioration of the pain was, however, produced; on the contrary, the spasmodic attacks of pain since the injection have become much more severe, and no less frequent than before. I have also seen a similar result in a case of frontal herpes in a man of 50, due no doubt to a root neuritis of the ophthalmic or first division of the fifth nerve, at its origin from the Gasserian ganglion. In this case the patient complained of persistent paraesthesice, scarcely so much painful as annoying, over the eyebrow and forehead, where there was slight analgesia remaining from the herpes. In order to attempt relief of these abnormal sensations of which he complained, I injected the supraorbital nerve at the notch, and, though this produced deeper anesthesia than before, the pareesthesiae became more pronounced.
DISCUSSION
Dr. HINDs HOWELL brought forward a case the pathological examination of which he had made, and as such pathological examination was not very common in these cases of dissociated and crossed sensory disturbances, he thought it might very well be added to those which had formed the subject of the two previous papers. The patient was under Dr. Herringham's care in St. Bartholomew's Hospital, and he was indebted to Dr. Herringham for the opportunity of examining the brain. The first symptom was neuralgia, followed six months afterwards by left facial paralysis, and later by symptoms indicating a left cerebellar lesion. When in the hospital the patient was found to have a very peculiar sensory disturbance. There was complete loss of the sensations of pain, heat, and cold over the right face and the right half of the body, with the exception of the -third and fourth sacral segments, which had partially escaped. On the left side there was loss of tactile sensation in the area of the fifth nerve. The corneal reflex was lost on the left side, and there was loss of taste on the left side of the tongue. After fifteen months the patient developed optic neuritis, and shortly afterwards he died. Dr. Howell showed epidiascope illustrations of the condition found on detailed examination of the pons: a tumour was seen to be lying on the left lateral aspect of the pons, in the portion of the middle cerebellar peduncle. It was partly solid and partly cystic; the solid part extended from the lower limit of the pons to a level just below the exit of the left fifth nerve. It had compressed the structure lying in the lateral part of the pons, but had not infiltrated. The cystic portion lay partly within the fourth ventricle and partly external; through the anterior portion the left Discussion ont Cases oJ Thromzbosis fifth nerve emerged. The sensory disturbances were probably caused by pressure on the left fiftlh nerve, and interference with the spino-thalamic tract at the side of the pons, in which probably ran fibres carrying pain, heat and cold impulses from the opposite half of the body and face. Examination of the pons, &c., by the Marchi method had revealed only a diffuse degeneration.
Dr. R. F. KENNEDY said that Dr. Harris's statement about trigeminal neuralgia going on as a result of a central lesion reminded him of a case he saw in 1907. It was the case of a man of about 30 years of age who was admitted to the hospital with very severe trigeminal neuralgia on the right side. He had no other symptoms or signs whatever. He was admitted in May, and remained for about six weeks, during which time nothing was done, and he then began to develop double optic neuritis of very low intensity, and, later, fifth anwsthesia of the right side. It was a very gradual onset, and about August of the same year dissociated sensory changes on the left side of the body also appeared. Intra-medullary tumour was diagnosed, but no operation was done, and the man Nxas still living, but his neuralgia was as severe as ever, and, clinically, was of (quite a trigeminal type.
Sir VICTOiR HORSLEY asked wlhether, in Dr. Thomson's case, there was aniesthesia when the eyeball was pushed. What was the consciousness of the patient with regard to movements of the eye on the left side?
Dr. GORDON HOLMES said that he, too, had a case of thrombosis of the losterior inferior cerebellar artery similar to that which Dr. Harris had described, in whichi, despite all treatment, this radiating pain in the face continued, although it was not so intense as in Dr. Harris's and Dr. Kennedy's cases. He wislhed also to refer to the sections of the case Dr. Howell had brought forward.
In attempting to determine the exact position of the conducting tracts from pathological specimens, the exact nature of the lesion was very important; there was no doubt in his mind that the actual condition of affairs in that case was due to a congenital cyst of the floor of the fourth ventricle, arising as a diverticulum from the neural tube in its development. Tumours often arose in connexion with such congenital cysts. They had then to consider the effect of a tumour on tissues which had been abnormal from birth, and in which the normal topographical relations had probably never existed; the fact that no secondary degeneration was found, and the consequent conclusion that there w as no complete interruption of fibres, favour this view.
Mr. SYDNEY SCOTT said that he was particularly interested in Dr. Harris's, Dr. Thomson's, and Dr. Howell's cases on account of the proximity of the lesions to the eighth cranial nerve. He would like to know whether their notes contained details of any special examination of the " auditory system proper " or of the reactions of the "vestibular system." Mr. Scott afterwards explained that information on these points was very much needed to elucidate many of the obscure problems in connexion with the eighth nerve.
Dr. PUIVES STEWART said that Dr. Harris had incidentally called attention to an important group of cases. In cases where the neuralgia was due to a lesion situated centrally to the Gasserian ganglion, operation brought no relief to the patient. He had in mind one patient, an old lady, who suffered fronm pain as badly as ever, in spite of the operation of Gasserectomy performed some years ago, before he saw her. He might be asked whether the ganglion was really removed; all he could say was that the surgeon provided him with a photograph of the entire ganglion after removal. Yet in that case the patient retained her pain, and it was as severe as before the operation. Unfortunately, they had no means at present of distinguishing these central cases before operation. In the case he had mentioned the patient's pain was confined to the first division of the nerve both before and after operation. Probably it was due to some central lesion in the region of the fifth nucleus in the pons.
Dr. HENRY HEAD, F.R.S., speaking with regard to Dr. Stewart's case, said that it was important to know whether in such an instance sensation of the face was carefully tested. His experience was that in cases of central disease sensation was, as a rule, altered, whereas notoriously in the ordinary true trigeminal neuralgia there was nothing that could be discovered by testing, and nothing that could really be known apart from the patient's description. In those that were central to the ganglion there was almost always a change in sensation. He admitted that the change was very various, but it had always been in the nature of "anaesthesia dolorosa "-an area of tenderness and pain, with a central portion of definitely lowered sensation. It was quite true that from the patient's standpoint there was no particular difference so far as the pain was concerned, but it was important for the neurologist not to confuse the two cases. If, on going over the face carefully with the tests, any definite lowering of sensation was discovered, the lesion was likely to be central to the ganglion, but if there was no such lowering the chances were that it was ordinary trigeminal neuralgia. He had the good fortune to see Dr. Kennedy's case because of this very striking lowering of sensation. He wished to impress a cautious policy upon every neurologist when he met with a case of supposed trigeminal neuralgia in which there was lowering of sensation of the face.
Dr. CAMPBELL THOMSON, in reply, said that in the case he brought forward no particular tests were made with regard to the auditory symptoms. The man had been deaf to some extent in both ears previously, and, though be thought he was deafer since his illness, Dr. Thomson did not in these circumstances consider the deafness a very important symptom. With regard to the other sensations, when he (Dr. Thomson) first saw the patient, he could not feel the touch of a razor at all, and his face was considerably scratched by efforts he had made to shave himself. When he was last seen, however, that particular sensibility had been regained. With regard to the eyes, he had nystagmus, but the test suggested by Sir Victor Horsley had not been carried out.
Dr. WILFRED HARRIS, in reply, said that he quite agreed with Dr. Head ill his remarks about the central lesion. He made his alcohol injection with the Discussion on Cases of Thrombosis simple object of relieving the patient's pain, but in this respect he was unsuccessful. In the case mentioned by Dr. Purves Stewart, it appeared the latter had not had a chance of making his diagnosis because the ganglion had been taken away beforehand. Dr. Thomson had mentioned that in his case there was loss of taste on the same side as the sensory tactile losses in the area of the fifth nerve. Did not that indicate that the fillet carrying up the taste fibres had been damaged together with the other fibres of the fillet ? With the lesion of the sensory tract low down in the pons taste and hearing would be involved, whereas smell and vision, which of course only came into the sensory tract higher up the back of the capsule, would not be involved.
Dr. HINDS HOWELL, answering Mr. Scott's question with regard to the eighth nerve, said that in his case there was nerve-deafness, but no special tests were applied. Dr. Gordon Holmes had spoken of the probable pathological conditions governing the case as being congenital in origin, and he was glad to have his opinion. He asked Dr. Holmes at what age the congenital cases usually made their appearance. [Dr. HOLMES: Some of the cases were those of young people, and others were middle aged.] At the same time the pathological nature of the tumour was not under discussion. His object in bringing forward the case was to show the pathological lesions associated with the crossed anesthesia which had existed, and it was clear that one must attribute to these pathological lesions the symptoms that had been described.
